been much' increased by the attempts at reposition, though the inferences Dr. Maxwell drew from the temperature following the reduction of the chronic case rather proved that this was not so. Mr. Berkeley's series of cases of spontaneous cure of this displacement were a most interesting contribution to the discussion, and he hoped that not only Mr. Berkeley, but all the other speakers who had contributed to the discussion, would record the cases of this rare complication which they had themselves met with.
Squamous-celled Carcinoma occurring in a Cystic Teratoma of the Ovary.
By HENRY RUSSELL ANDREWS, M.D.
THE occurrence of squamous-celled carcinoma in a cystic teratoma, of the ovary is comparatively rare. Williamson and Barris' in 1911 collected all the recorded cases they could find, and said, " We find records of and reference to thirty-two cases of reputed squamouscelled carcinoma of ovarian 'dermoids.' Of these cases we reject fourteen, of which the account is too scanty and the examination too incomplete to justify the diagnosis, or in which the original descriptions have been misquoted by latter writers." They gave accounts of four previously unreported cases. I thought that a short account and description of a case recently under my care was of sufficient interest to be recorded.
A single woman, aged 49, was admitted into the London Hospital in November, 1914. She had menstruated regularly until July, 1914, but since then the periods had practically ceased, there being only a slightly coloured discharge from time to time. She had had some swelling of both legs since July, 1914. Her general health during this time had been deteriorating, and she had had some abdominal discomfort with no pain. She had not noticed any enlargement of the abdomen until she was examined by her doctor. There was no trouble with micturition, but there had been obstinate constipation for five weeks. On admission there was some cedema of the left leg. An elastic rounded swelling, feeling like a tense cyst, rose out of the pelvis, reaching half-way to the umbilicus. It had a fair range of mobility. The cervix was normal but more or less fixed. There was a fixed, hard, I Journ. of Obstet. and Gynaccol., 1911, xx, pp. 211.229. M-17 irregular swelling in the cellular tissue of the pelvis on the left side, extending into Douglas's pouch. Per rectum this mass could be felt well, and there was thickening of the left utero-sacral ligament. The uterus was pushed to the right by the swelling on the left side. Diagnosis: Probably left-sided malignant ovarian tumour. The abdomen was opened, and a left-sided ovarian cyst, larger than a foetal head, was found, which was fixed at its lower pole to the cellular tissue of the left side of the pelvis, and to the peritoneum of the left side of Douglas's pouch. The right ovary and tube were normal. There were several small fibroids in the uterine wall. The greater part of the cyst was removed, but it was impossible to separate its lower pole, and it was evident that carcinomatous tissue was broken through. There was no troublesome bleeding. The patient made an uninterrupted recovery, and stated two months after the operation that she was very well except that her constipation was still troublesome.
The greater part of the tumour was made up by a cyst, unilocular, apparently the result of disappearance of party walls in a multilocular adenomatous cyst. The lower part was evidently teratomatous, two small cavities being filled with sebaceous matter and hair. Into one of those cavities projected a solid mass continuous with the wall of the tumour. On section this mass was soft, yellowish-white in colour. Its surface projecting into the cyst was coarsely lobulated, and separated from the inner surface of the cyst by smooth white membrane, except at one part, where it projected into a loculus filled by fair hair. The whole of the outer aspect of the mass presents a rather granular surface. There were no cartilaginous nor bony elements in the cyst wall. In the section shown under the microscope, at one end of the section the cyst is lined by stratified columnar epithelium which in some places is ciliated. This epithelium suddenly gives place to a stratified squamous epithelium. Beneath the epitheliunm in the wall of the cyst are narrow and broad branching processes of small squamous and polygonal cells with prickle borders. Giant cells are present in some of the processes. Many of the large processes have centres filled with necrotic granular debris and fragmented nuclei; these appear to be tubular. In the deeper parts there are lobular areas of necrotic tissue. In places there are lobular areas in which the processes of squamous epithelium are arranged in a network, and are separated by a very delicate mucoid stroma.
